
 
 

The North Carolina Reproductive Life 
Planning Summit Summary  

 
 

In January 2020, leaders and decision-makers in reproductive health convened at the 
McKimmon Center in Raleigh to discuss the current status, imminent needs and future 

direction of reproductive life planning in North Carolina. The NC Reproductive Life Planning 
Summit explored how government, providers and stakeholders can ensure equitable access to 

high-quality, comprehensive and non-coercive reproductive life planning care and empower 
people to make their own reproductive health decisions. It served as a collaborative forum to 
discuss challenges, celebrate wins and seek solutions to improved family planning access in 

the state. 
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Reproductive Life Planning  
Reproductive Life Planning (RLP) is a holistic protocol that places reproductive intention at the 
center of reproductive and routine care. RLP is a dynamic process, grounded in person-centered 
decision-making about when and if to become pregnant, with an emphasis on health equity and 
autonomy. The CDC has endorsed RLP strategies as the leading recommendation to improve 
overall preconception health.1   

Overview of the NC Reproductive Life Planning 
Landscape 
Every decade, the North Carolina Department of Health and Human Services releases the 
Healthy North Carolina Goals.2 The report details 21 health indicators that guide state, local and 
private practitioners’ efforts to improve individuals’ health and well-being as well as birth 
outcomes. Health indicators and recommendations specific to RLP services include a decrease 
in infant mortality and an improvement in birth outcomes and sexual health.  

The latest report identifies health equity as the foundation to achieve its goals, defined as “the 
opportunity for all people to attain the highest level of personal health regardless of 
demographic characteristics.”2 Participants at the summit shared the unarguable need for 
health equity, reiterating that all people must have uninhibited access to high-quality, 
comprehensive RLP care. However, there are numerous challenges to achieving this goal. 

In 2017, North Carolina’s unintended pregnancy rate was 43%.3 Unplanned pregnancies result in 
higher rates of birth defects, low birth weight and poor mental and physical health during 
childhood. Although nearly every woman that is sexually active has used contraception at some 
time, 95% of unplanned pregnancies will have occurred in women who used contraception 
incorrectly, or not at all.4 

North Carolina’s teen pregnancy rate in 2018 was 24.6 per 1,000.5 Teenage pregnancy increases 
the risks for negative health outcomes of the mother and child, including a higher likelihood of 
postpartum depression, as well as low birth weight and preterm delivery.2 The discrepancies in 
teen pregnancy rates, by race and income, reflect the persistent structural barriers for 
marginalized groups. 

Over 638,000 women of reproductive age (WRA; 15-44 years old) in North Carolina live in a 
contraceptive desert, defined as lacking reasonable access to a health center within their 
county that offers the full range of contraceptive methods.6* As rural North Carolinians 
experience higher levels of unemployment and poverty than the urban counterparts, they may 
lack the means to travel to distant health centers. Without reasonable access, these women are 

 
* Over 42,000 of these women reside in the 10 counties that do not have access to a single health center that 
provides the full range of contraceptive methods. 
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likely to miss out on RLP services that empower them to decide if and when to become 
pregnant. 

Figure 12  

 

North Carolina has an uninsured population of 13%, as compared to 8% nationally.2 This 
population is disproportionately represented by Hispanic North Carolinians that are less likely to 
have access to employer-based health insurance and may face questions regarding their 
migrant status which may discourage access to care. In the absence of health insurance, 
patients are forced to forgo necessary care that is unaffordable or inaccessible. With 15% of 
WRA uninsured as of 2017, it restricts the most vulnerable from accessing necessary care.7  

Publicly Funded NC Family Planning Services 

BE SMART, North Carolina’s Family Planning Program, seeks to reduce unintended pregnancy 
rates and improve the well-being of children and their families.8 Any participating family 
planning provider enrolled in Medicaid is permitted to provide BE SMART services. 

Eligibility for BE SMART is limited to women and men who earn up to 195% of the Federal 
Poverty Level (FPL) (< $24,480 per individual), who are NC residents, US Citizens (or qualified 
“aliens”), not pregnant or incarcerated, have not been sterilized and are not otherwise eligible or 
enrolled for other Medicaid benefits.8 Unlike traditional Medicaid, BE SMART recipients are not 
required to have dependents or a disability to qualify. Beneficiaries of BE SMART services 
receive only the covered services (Table 1) and are not eligible for any other Medicaid services 
outside the scope of the program. Enrollment in this program has increased from 8% in 2016 to 
14% in 2019, with a total of 330,000 beneficiaries. The cost to the state is less than $60 per 
enrollee and is responsible for 11% of total Medicaid expenditures.9  

 

 

 

Source: U.S. Census Bureau, Small Area Health Insurance Estimates 
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Table 1: Eligibility for publicly-funded family planning services by program (as of 
August 4, 2020)10  

Method Medicaid BE SMART NCHC 
Diaphragm Fitting X X X 
Birth Control Pills X X X 

IUDs (Hormonal and Nonhormonal)  X X X 
Depo-Provera X X X 

Patch X X X 
Ring X X X 

Emergency Contraception X X X 
STI Screening X X X 
STI Treatment X X X 

Annual Exam (Labs, Pap, etc.) X X X 
Sterilizations X X  

HSG X X  
Transportation to Clinic X X  

 

Table 2: Eligibility for Select Family Planning Services by Type of Coverage11 

 

 

Pregnant women who do not qualify for traditional Medicaid may qualify for Medicaid for 
Pregnant Women (MPW), which offers coverage through pregnancy and until the end of the 
month in which the 60th postpartum day falls.12 Women who receive traditional and Pregnancy 
Medicaid are eligible for immediate postpartum long-active reversible contraception (LARC) via 
a 2019 policy called the “Clarification on Billing for Long Acting Reversible Contraceptives 
(LARCs)” that reimburses the hospital at a higher global delivery rate.13 
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Undocumented women are eligible for limited publicly-funded services. They are not eligible for 
Medicaid family planning programs and, if pregnant, receive Emergency Medicaid, which covers 
the cost of their delivery and routine postpartum stay only, with no inpatient or outpatient 
postpartum contraceptive coverage.14  

Family Planning Service Access 

Patients seeking reproductive health care in North Carolina may do so in several ways: private 
practices, county health departments, federally-qualified health centers, Planned Parenthood 
and other safety-net sites. Despite a shared commitment to expanding contraceptive access, 
organizations may operate in silos, thus risking redundant effort.15 Ideally, organizations 
coordinate shared priority initiatives and inspire collaboration among otherwise independently 
operating groups. For example, Upstream USA is collaborating state-wide across agencies and 
stakeholders to introduce culturally competent educational material to providers, increase 
service delivery capacity and reduce financial barriers to same-day access to contraception 
(Appendix B). 

Despite their name, the NC legislatively-funded Crisis Pregnancy Centers (CPCs) do not offer 
evidence-based, comprehensive family planning care.16 These organizations are known to 
provide deceptive, medically inaccurate information to dissuade patients from seeking the full 
range of reproductive health services.* 

Barriers to Access 
There are numerous challenges to delivering culturally component, accessible RLP services in 
North Carolina. Participants at the Summit acknowledged the complexity and intersectionality 
of barriers that prevent women from receiving care. In recognition of these challenges, the 
following list does not address the complete list of obstacles; rather it addresses the prominent 
barriers and themes discussed throughout the event.  

A. Distrust in the State  

Between 1929 and 1977, the North Carolina Eugenics Board authorized and engaged in the 
sterilization of around 7,600 individuals, making it one of the most aggressive programs in the 
country.17† The state weaponized sterilization against communities of color, who experienced 
higher levels of poverty and unemployment. They considered individuals from these 
communities as “unfit for reproduction,” who would procreate future “burdens” on society.17 

The state’s sterilization program produced an enduring legacy of distrust for its involvement in 
reproductive life planning decisions, especially among minority and underserved communities. 

 
* There were 115 CPCs in North Carolina in 2017. These organizations were found to strategically position 
themselves near abortion clinics and urban, low-income, communities of color. 
† Of the victims, 40% were non-white (mostly Blacks and Native Americans) and 85% were female.  
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Persistent disparities in health outcomes reinforce these concerns.* As the state attempts to 
reconcile with its past, it must first recognize that no apology or compensation will completely 
heal these wounds, nor resolve issues of institutional distrust. State initiatives must 
acknowledge out loud and account for the legacy of distrust in their pursuit of health equity.  

The experiences of reproductive oppression are cross-generational and extend beyond the 
formal end of the sterilization program, in the form of failed policy and neglect of drivers for 
health equity.† The state must address its failure to provide equal access to marginalized 
communities. Current and future initiatives should prioritize a framework that centers health 
equity and ensures that communities of color are guaranteed equal access and quality of care.  

Efforts to mend the damaged relationships should work towards building trust and establishing 
credibility. To rebuild trust, organizations must prioritize community engagement and meet all 
individuals and families where they are. By interacting with patients at the ground level, it 
reinforces an inclusive, sustainable model that prioritizes a person-centered approach. These 
interactions will also help demonstrate that their participation is valued and that their views and 
feedback will be considered, hence creating a mutually beneficial relationship; patients benefit 
from the increasingly direct lines of communication with providers and stakeholders and 
providers can demonstrate accountability to the patients and communities they serve.  

B. Closing the Coverage Gap and Avoiding Another One                                                              

North Carolina is one of the 12 states that have not adopted Medicaid expansion through the 
Affordable Care Act, although North Carolina’s uninsured rate is 9th highest in the nation.18 In 
expansion states, all citizens who earn at or below 138% of the FPL are eligible for 
comprehensive Medicaid services, including family planning services, regardless of gender, 
dependents or disability.19                                                                                                                                                                                                                                                                                                                                                                        

The positive impact of expanded access to care is well documented: individuals of childbearing 
age who enjoy increased access to preventive care experience reduced adverse health 
outcomes before, during and after pregnancies and a reduction in both maternal and infant 
mortality rates.20 Medicaid expansion is significantly associated with lower rates of maternal 
mortality, especially in Black women, and likely contributes to decreased racial disparities.21 In 
addition, public expenditures for funded family planning programs not only prevent unintended 
pregnancies but also reduce the occurrence of preterm and low birth weight births, sexually 
transmitted infections, infertility and cervical cancer. According to one Guttmacher study, public 
investment in reproductive life planning saves billions of taxpayer dollars annually.22 

In the absence of expansion, the Medicaid-administered Family Planning Program (BE SMART) 
provides RLP services to citizens who earn at or below 195% of the FPL.8 The nature of BE 
SMART, however, is that it provides coverage for a narrow scope of care and creates frustration 

 
* African American babies are 2.4 times more likely to die than white babies in North Carolina. 
† Presentation of Tanya Bass at the RLP Summit. Contact Jill Sergison (jsergison@upstream.org) for additional 
information. 
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on behalf of patients’ inability to receive, or clinicians’ inability to be reimbursed, for any 
essential health care that falls outside of the exclusive list of benefits. With Medicaid expansion, 
between 111,000 and 178,000 WRA in North Carolinians would have access to family planning 
services in addition to the robust coverage provided through comprehensive health care offered 
through traditional Medicaid.23, 24 However, we must ensure that patients who earn between 
138% and 195% of the FPL are still eligible for family planning services through BE SMART and 
not inadvertently create another, albeit smaller, coverage gap for family planning services.   

 C. Provider Training and Bias 

Provider knowledge and training influences the contraceptive counseling a patient receives. 
While effective counseling is proven to reduce unintended pregnancy, ineffective counseling 
can, at best, limit the contraceptive options available to women by delivering inaccurate 
information and, at worst, perpetuate reproductive coercion. Patients are unlikely to question 
those they perceive as experts, so it is imperative that providers receive evidence-based training 
on the full range of contraceptive methods and their specific attributes.25 

To ensure providers are delivering effective contraceptive counseling they are encouraged to 
participate in evidence-based continuing education. These trainings should include a thorough 
review of the full range of contraceptive methods, principles of health equity and history of 
reproductive coercion and techniques for practicing a person-centered approach to family 
planning care. Because every staff member at an agency has the potential to interact with a 
patient, each staff member should participate in continued training to increase “buy-in” and 
remove any lingering misconceptions regarding contraceptive methods.26  

Numerous cases suggest that increased training for providers can reduce personal bias 
outcomes. This is especially true in the case of LARCs. For example, a South Carolina study 
responded to widespread systemic myths through increased provider training. They discovered 
that once patients received credible and accurate information, they felt empowered to choose 
the method that worked best for them.26 Additionally, providers who were able to communicate 
their evidence-based training to patients demonstrated greater excitement about their work in 
contraceptive provision.27  

While broader public opinion around reproductive health care remains controversial, 
conscientious objection from providers persists. Providers may refuse to prescribe 
contraceptives or perform contraceptive services because they consider emergency 
contraception the moral equivalent to abortion or because they find contraception itself to be 
religiously objectionable.28 Adolescents are a particularly vulnerable patient population because 
some providers may object to providing contraception without parental approval or they may 
deem adolescents insufficiently responsible to make RLP decisions.29 These issues may be 
exacerbated in rural settings where doctors and patients often have interpersonal bonds outside 
of a clinical setting, both for adolescents and adults. 
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D. Health Care Deserts 

An epidemic of hospital closures, industry consolidations and rural clinician shortages has 
swept the nation over the last several decades, introducing what has become known as health 
care deserts. North Carolina has seen seven closures since 2010; 2019 saw 19 hospital 
closures across the country, the worst in a decade.30* With rural areas already facing higher 
mortality, lower insured rates, higher poverty, older populations and overall worse health 
outcomes than urban areas, this crisis threatens to worsen the continued neglect of these 
communities. Partially due to the density of care in urban areas, rural closures lead to higher 
rates of adverse outcomes than urban hospital closures by increasing transportation times to 
the nearest facility, increasing wait times and crowding in remaining facilities.31† Hospital 
closures have a profound economic impact as well, significantly lowering income in the 
surrounding areas.32‡ Lower incomes lead to worse health outcomes, including higher 
unintended pregnancy rates and infant and maternal mortality.33  

In North Carolina, over 638,000 WRA live in contraceptive deserts. Over 42,000 WRA reside in a 
county that does not have access to a single health center that provides the full range of family 
planning methods.6 For these patients, the burden of obtaining contraceptive care extends far 
beyond the barriers that may occur once they arrive within the four walls of a health center: 
transportation, childcare and lost wages all contribute to lack of access. 

The nation as a whole faces a provider shortage, with only 10-11% of physicians choosing to 
practice in rural settings.34, 35 In North Carolina, the primary concern is the maldistribution of 
providers; while the physician to patient ratio has increased, the growth has primarily come from 
urban areas. Twenty North Carolina counties have few primary care providers, with three having 
none; 26 counties lack any general surgeons which limits access to essential gynecologic 
services, such as C-sections, and 23 counties lack any maternity care provider. Tracking 
graduates from state medical universities, only 3% of OB/GYNs and 5% of family medicine 
practitioners were practicing in rural areas in North Carolina after graduation.36 Further limiting 
access to care, North Carolina is one of a handful of states that requires supervisory (versus 
collaborative) practice arrangements with Advanced-Practice Registered Nurses (APRNs, such 
as Certified Nurse-Midwives and Nurse Practitioners), further restricting practice areas for 
qualified practitioners despite the fact that APRNs are more likely to live in rural areas.37   

 
* Since 1990, 15% of American hospitals have closed, with 130 closing since 2010, 120 of which have been rural 
hospitals. 60% of closures have been in the Southeast. 
† Rural hospitals operate an average margin of 2.7%, compared to urban hospitals’ 5.3%. 
‡ The average rural hospital employs about 300 individuals and when the only hospital in a county closes there is a 
reduction of about $1,400 (2018 dollars) in per capita income in the county. 
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Conclusion 
The Reproductive Life Planning Summit explored solutions to ensure equitable access to high 
quality, comprehensive and non-coercive reproductive life planning care. The primary barriers to 
access are systemic, structural and deeply rooted in a history of reproductive coercion.  

In addition to closing the coverage gap, the state and other organizations can reduce existing 
barriers to access by providing technical and substantive training to all health center staff, 
funding rural medical infrastructure and rebuilding community trust through an inclusive, 
person-centered approach.  

North Carolinians must strive to provide sustainable excellence in contraceptive care to all 
individuals, a goal that is only obtainable by eroding the silos that limit access and prioritizing 
shared resources, aligning on policy requests and building coalitions of advocacy and practice.  

In the midst of the COVID-19 Pandemic, the North Carolina health care landscape has altered 
significantly since the Summit. The social and economic impact of the pandemic has 
introduced additional logistical and financial barriers to accessing and delivering reproductive 
life planning services. A recent report from the Guttmacher Institute warned that the pandemic 
has disproportionately impacted marginalized groups.38* As the pandemic continues, it is 
evident that relief and response initiatives must prioritize health equity and protect the most 
vulnerable. Centering access to care is insufficient if it is not aligned with a commitment to the 
delivery of high-quality, comprehensive care for every patient in need.  

 

 

 

 
 
We thank authors Brian Wendelgass and Jordan Rogers at Upstream USA, as well as our 
partners, speakers, and guests for their contributions to the RLP Summit.  
 

 
* The Guttmacher institute found that the pandemic has compounded “existing social inequities by disproportionately 
affecting Hispanic and Black women, queer women and poorer women.” As millions of Americans lost their jobs due 
to the pandemic, Black women experienced the most job loss of any demographic.  

For more information about Upstream, please contact Jill Sergison, Director of Policy 
and Strategic Initiatives: JSergison@upstream.org.  

For questions about a partnership with Upstream, please contact Catherine Read, State 
Director of Partnerships: CRead@upstream.org. 

 



 
 

 
 

10 

References 
1. Centers for Disease Control and Prevention (CDC). Planning for Pregnancy [Internet]. Place of 
publication unknown: CDC; Date of publication unknown [updated 2020 April 16]. Available from: 
https://www.cdc.gov/preconception/planning.html  
 
2. North Carolina Institute of Medicine. Healthy North Carolina 2030: A Path Toward Health 
[Internet]. Morrisville, NC: North Carolina Institute of Medicine; 2020. 127 p. Available from: 
http://nciom.org/wp-content/uploads/2020/01/HNC-REPORT-FINAL-Spread2.pdf 
 
3. Guttmacher Institute. State Facts About Unintended Pregnancy: North Carolina [Internet]. 
Place of publication unknown: Guttmacher Institute; 2017. Available from: 
https://www.guttmacher.org/sites/default/files/factsheet/up-nc.pdf 
 
4. Wind, R. Women’s Desire to Avoid Pregnancy Strongly Linked to Consistency of Contraceptive 
Use. Guttmacher Institute [Internet]. 2015 Aug 20. Available from: 
https://www.guttmacher.org/news-release/2015/womens-desire-avoid-pregnancy-strongly-
linked-consistency-contraceptive-use 
 
5. SHIFT (Sexual Health Initiatives For Teens) NC. North Carolina [Internet]. Place of publication 
unknown: Publisher unknown; Date of publication unknown [updated 2019 Oct]. Available from: 
http://www.shiftnc.org/data/map/northcarolina 
 
6. Power to Decide. Birth Control Access [Internet]. Place of publication unknown: Power to 
Decide; Date of publication unknown. Available from: https://powertodecide.org/what-we-
do/access/birth-control-access 
 
7. McMorrow S, Johnston EM, Thomas TW. Insurance Coverage among Women of Reproductive 
Age, 2017. Urban [Internet]. 2019 Jul;n.v.(n.i.): 1-16. Available from: 
https://www.urban.org/sites/default/files/insurance-coverage-among-women-of-reproductive-
age-2017.pdf 
 
8. North Carolina Division of Health and Human Services (NCDHHS) Medicaid Division of Health 
Benefits. Be Smart Family Planning Program [Internet]. Place of publication unknown: 
Publisher’s name unknown; Date of publication unknown. Available from: 
https://medicaid.ncdhhs.gov/beneficiaries/get-started/find-programs-and-services/be-smart-
family-planning-program 
 
9. Ovaska S. Medicaid by the numbers, 2019. North Carolina Health News [newspaper on the 
Internet]. 2019 Jun 06; Medicaid. Available from: 
https://www.northcarolinahealthnews.org/2019/06/06/medicaid-by-the-numbers-2019/ 
 
10. NC Division of Medical Assistance Family Planning Services. Medicaid and Health Choice 
Clinical Coverage Policy No: 1 E-7 [Internet]. 2015. Available from: 
https://files.nc.gov/ncdma/documents/files/1E-7.pdf 
 
11. Read C, Sergison J. Eligibility for Select Family Planning Services by Type of Coverage, 2019. 
Located at: Upstream USA, Raleigh, North Carolina 
 



 
 

 
 

11 

12. North Carolina Division of Health and Human Services (NCDHHS) Medicaid Division of 
Health Benefits. Medicaid Income and Resources Requirements [Internet]. Place of publication 
unknown: Publisher’s name unknown; Date of publication unknown. Available from: 
https://medicaid.ncdhhs.gov/beneficiaries/get-started/eligibility-medicaid-or-health-
choice/medicaid-income-and-resources 
 
13. North Carolina Medicaid Special Bulletin. Clarification on Billing for Long Acting Reversible 
Contraceptives (LARCs) [Internet].  Place of publication unknown: NC Medicaid; 2019 Jan. 
Available from: https://files.nc.gov/ncdma/documents/files/SpecialBulletin_2019-LARC.pdf 
 
14. Tucker W, Zachary C. Medicaid Coverage for Pregnant Women: A Pathway to Healthy 
Outcomes for Moms and Children. N. C. Med [Internet]. 2020 Jan-Feb;81(1):51-54. Available 
from: https://www.ncmedicaljournal.com/content/ncm/81/1/51.full.pdf 
 
15. Bevc CA, Retrum JH, Varda DM. New Perspectives on the “Silo Effect”: Initial Comparisons 
of Network Structures Across Public Health Collaboratives. Am J Public Health [Internet]. 2015 
Mar 06;105(S2):S230-S235. Available from: 
https://ajph.aphapublications.org/doi/full/10.2105/AJPH.2014.302256 
 
16. NARAL Pro-Choice North Carolina Foundation. The Landscape of CPCs: North Carolina’s 
Crisis Pregnancy Centers [Internet]. Place of publication unknown: NARAL Pro-Choice America; 
2017 Jul. 35 p. Available from: https://northcarolina.prochoiceamericaaffiliates.org/wp-
content/uploads/sites/18/2018/02/Website-version-10.17-The-Landscape-of-CPCs-North-
Carolinas-Crisis-Pregnancy-Centers-1.pdf 
 
17. Brophy AL, Troutman E. The Eugenics Movement in North Carolina. N.C. L. Rev. [Internet]. 
2016 Sep 01;94(6):1870-1956. Available from: 
https://scholarship.law.unc.edu/cgi/viewcontent.cgi?article=4876&context=nclr 
 
18. Berchick ER, Barnett JC, Upton RD. Health Insurance Coverage in the United States: 2018. 
United States Census Bureau [Internet]. Washington, DC: U.S. Government Printing Office; 2019 
Nov. 33 p. Available from: 
https://www.census.gov/content/dam/Census/library/publications/2019/demo/p60-267.pdf 
 
19. Ranji U, Bair Y, Salganicoff A. Medicaid and Family Planning: Background and Implications 
of the ACA [Internet]. Place of publication unknown: Kaiser Family Foundation; 2016 Feb 03. 
Available from: https://www.kff.org/womens-health-policy/issue-brief/medicaid-and-family-
planning-background-and-implications-of-the-aca/view/print/ 
 
20. Searing A, Ross DC. Medicaid Expansion Fills Gaps in Maternal Health Coverage Leading to 
Healthier Mothers and Babies [Internet]. Washington, DC: Georgetown University Center for 
Children and Families; 2019 May. Available from: https://ccf.georgetown.edu/wp-
content/uploads/2019/05/Maternal-Health-3a.pdf 
 
21. Bhatt CB, Beck-Sague CM. Medicaid Expansion and Infant Mortality in the United States. Am 
J Public Health [Internet]. 2018 Mar 07;108(4):565-567. Available from: 
https://ajph.aphapublications.org/doi/full/10.2105/AJPH.2017.304218 
 



 
 

 
 

12 

22. Frost JJ, Sonfield A, Zolna MR, Finder LB. Return on Investment: A Fuller Assessment of the 
Benefits and Cost Savings of the US Publicly Funded Family Planning Program. Guttmacher 
Institute [Internet]. 2014 Dec;92(4):696-749. Available from: 
https://www.guttmacher.org/article/2014/10/return-investment-fuller-assessment-benefits-
and-cost-savings-us-publicly-funded 
 
23. Urban Institute. Insurance Coverage among Women of Reproductive Age in North Carolina 
[Internet]. Place of publication unknown: William and Flora Hewlett Foundation; 2019 Jul. 
Available from: https://www.urban.org/sites/default/files/2019/07/24/factsheet-uninsured-
women-nc.pdf 
 
24. Kenney GM, Zuckerman S, Dubay L, Huntress M, Lynch V, Haley J, Anderson Nathaniel. 
Opting in to the Medicaid Expansion under the ACA: Who Are the Uninsured Adults Who Could 
Gain Health Insurance Coverage? Timely Analysis of Immediate Health Policy Issues [Internet]. 
Place of publication unknown: Urban Institute & Robert Wood Johnson Foundation; 2012 Aug. 
Available from: http://www.urban.org/sites/default/files/publication/25706/412630-Opting-in-
to-the-Medicaid-Expansion-under-the-ACA.PDF 
 
25. Berry LL, Danaher TS, Beckham D, Awdish RLA, Mate KS. When Patients and Their Families 
Feel Like Hostages to Health Care. Mayo Clin Proc [Internet]. 2017 Sep;92(9):1371-1381. 
Available from: https://www.mayoclinicproceedings.org/article/S0025-6196(17)30394-4/pdf  
 
26. Association of State and Territorial Health Officials (ASTHO). South Carolina Increases 
Access to LARCs Immediately Postpartum to Reduce Unintended Pregnancy [Internet]. 
Arlington, VA: ASTHO; 2017. Available from: https://www.astho.org/Maternal-and-Child-
Health/South-Carolina-Increases-Access-to-LARCs-Immediately-Postpartum-to-Reduce-
Unintended-Pregnancy/ 
 
27. Association of State and Territorial Health Officials (ASTHO). ASTHO Immediate 
Postpartum LARC Learning Community Findings from Key Informant Interviews with Cohort 1 
States [Internet]. Arlington, VA: ASTHO; 2016. Available from: 
https://www.astho.org/Programs/Maternal-and-Child-Health/Documents/Key-Informant-
Interview-Cohort-1-Year-2/ 
 
28. Card, RF. Conscientious Objection and Emergency Contraception. Am. J. Bioeth [Internet]. 
2007 Jun 01;7(6):8-14. Available from: 
https://www.tandfonline.com/doi/abs/10.1080/15265160701347239?journalCode=uajb20 
 
29. Morrell KM, Chavkin W. Conscientious objection to abortion and reproductive health care: a 
review of recent literature and implications for adolescents. Curr Opin Obstet Gynecol [Internet]. 
2015 Oct;27(5):333-338. Available from: https://pubmed.ncbi.nlm.nih.gov/26241174/ 
 
30. The UNC Cecil G. Sheps Center for Health Services Research. NC Rural Health Research 
Program [Internet]. Place of publication unknown: U.S. Department of Health and Human 
Services Federal Office of Rural Health Policy; Date of publication unknown. Available from: 
https://www.shepscenter.unc.edu/programs-projects/rural-health/ 
 
 
 



 
 

 
 

13 

31. Thomas SR, Pink GH, Holmes GM. Geographic Variation in the Profitability of Urban and 
Rural Hospitals [Internet]. Chapel Hill, NC: North Carolina Rural Health Research Program; 2016 
Mar. Available from: https://www.shepscenter.unc.edu/wp-
content/uploads/dlm_uploads/2016/03/Geographic-Variation-in-the-Profitability-of-Urban-and-
Rural-Hospitals.pdf 
 
32. Holmes GM, Slifkin RT, Randolph RK, Poley S. The Effect of Rural Hospital Closures on 
Community Economic Health. Health Serv Res [Internet]. 2006 Apr;41(2):467-485. Available 
from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1702512/ 
 
33. Dehlendorf C, Rodriguez MA, Levy K, Borrero S, Steinauer J. Disparities in Family Planning. 
Am J Obstet Gynecol [Internet]. 2010 Mar;202(3):214-220. Available from: 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2835625/ 
 
34. Rosenblatt RA, Chen FM, Lishner DM, Doescher MP. Final Report #125: The Future of Family 
Medicine and Implications for Rural Primary Care Physician Supply [Internet]. Seattle, WA: 
WWAMI Rural Health Research Center, University of Washington; 2010. Available from: 
https://depts.washington.edu/uwrhrc/uploads/RHRC_FR125_Rosenblatt.pdf 
 
35. The Rural Health Connection. Closing the Gaps in the Rural Primary Care Workforce 
[Internet]. Denver, CO: National Conference of State Legislatures; 2011 Aug. Available from: 
https://www.ncsl.org/Portals/1/documents/health/RHPrimary.pdf 
 
36. Fraher E, Spero J, Galloway E. North Carolina’s Physician Training Programs Are Not 
Producing the Workforce Needed to Meet Population Health Needs [Internet]. Chapel Hill, NC: 
MPS Program on Health Workforce Research & Policy Cecil G. Sheps Center for Health Services 
Research, UNC-CH; 2018 Feb 12. Available from: https://www.shepscenter.unc.edu/wp-
content/uploads/dlm_uploads/2018/02/Fraher_UMEGMEoutcomes_NCGenAssembly_Feb2018
.pdf 
 
37. Hoban, R. Advanced practice nurses press legislature for autonomy from MD supervision. 
North Carolina Health News [newspaper on the Internet]. 2019 Feb 28; Rural Health. Available 
from: https://www.northcarolinahealthnews.org/2019/02/28/advanced-practice-nurses-press-
legislature-for-autonomy-from-md-supervision/ 
 
38. Lindberg LD, VandeVusse A, Mueller J, Kirstein M. Early Impacts of the COVID-19 Pandemic: 
Findings from the 2020 Guttmacher Survey of Reproductive Health Experiences [Internet]. New 
York, NY: Guttmacher Institute; 2020 Jun. Available from: 
https://www.guttmacher.org/report/early-impacts-covid-19-pandemic-findings-2020-
guttmacher-survey-reproductive-health 
 
 

 
 



 
 

 
 

14 

Appendix A: NC RLP Summit  
9:30 – 9:35 a.m.   Welcome and Introduction  

Dr. Nicole McKinney, North Carolina Executive Director, Upstream  
Mark Edwards, CEO, Upstream  

 
9:35 – 9:50 a.m.   Keynote Address  

Dr. Mandy Cohen, NCDHHS Secretary  
 
9:50 – 10:30 a.m.   DHHS Presentation  

Belinda Pettiford, Branch Head, Women’s Health, NCDHHS  
Landscape of contraceptive access (benefits and programs) in 
North Carolina and anticipated changes post Medicaid 
transformation  

 
10:30 – 11:30 a.m.   Is Contraception a Luxury Item?  

Moderator: Dr. Shannon Dowler, Chief Medical Officer, NC 
Medicaid (DHHS)  
Panelists:  
Dr. Ophelia Garmon-Brown, Novant Health  
Jenny Black, Planned Parenthood South Atlantic  
Dr. Don Jonas, Care Ring  
Dr. Velma Taormina, Gaston County Health Department  

 
11:30 – 11:45 a.m.   Stretch/Coffee Break  
 
11:45 a.m. – Noon   Ensuring an Equity Lens  

Tanya Bass, SEXCON  
 
Noon – 1:15 p.m.   Is It All About The Money? Strategies and Successes  

Moderator: Michelle Reese, Upstream  
Panelists:  
Kim Harper, University of North Carolina  
Dana Mangum, SHIFT NC  
Kay Mitchell, Vidant Health  
Dr. Adam Zolotor, North Carolina Institute of Medicine  
Dr. Karyl Rattay, Delaware Department of Health and Social 
Services  

 
1:15 – 2:45 p.m.   Networking Lunch/Breakout Discussion  
 
2:45 – 3:00 p.m.   Closing & Call to Action  

Dr. Nicole McKinney, Upstream 



 
 

 
 

15 

Appendix B: Why Work with Upstream?  
What does Upstream USA offer? 
Upstream North Carolina is a multi-year, statewide initiative to ensure all patients have access 
to the full range of birth control methods in a single visit by providing training, technical 
assistance, and resources to health centers. Our approach empowers patients to decide when 
and if they want to become pregnant. We support equitable access and meet patients wherever 
they receive care. We’re anchored by the expertise of our Advisory Committee with diverse 
representation from North Carolina in the following fields: reproductive justice, policy, public 
health, and family planning. Our program has quickly adapted to this unprecedented time and 
we can help bolster your adaptability to offer best in class contraceptive care. 

Why work with Upstream now? 
National data suggests COVID-19 is rapidly reshaping fertility intentions, as 40% of women have 
changed their desire about if and when to become pregnant. However, 33% of women are 
experiencing decreased access to contraceptive services because of operational changes or 
financial constraints due to the pandemic.* 
COVID-19 means healthcare agencies are stretched more than ever before - it might feel like 
now is too challenging a time to embark on a partnership with Upstream. Our partnership, while 
requiring a little of your time upfront, will, in the long-run, bring needed resources and tangible 
support when both are stretched thin and further the critical work of ensuring equity for all 
patients. 

Reproductive health in North Carolina: 
In 2014, 43% of all pregnancies in North Carolina were unintended. Although nearly every 
woman who is sexually active has used contraception at some time in her life, 95% of 
unintended pregnancies occur among women who used contraception inconsistently or not at 
all. Over 638,000 women of reproductive age (WRA; 15-44 years old) in North Carolina live in a 
contraceptive desert, defined as lacking reasonable access to a health center within their 
county that offers the full range of contraceptive methods.†  

How we support you during COVID-19: 
● A team of dedicated professionals works (virtually or in-person as current regulations 

allow) with all levels of health center staff to overcome barriers to providing patients 
access to the contraceptive method of their choice (ideally within the same day or 
promptly after the telehealth appointment). 

● New CME/CEU eligible virtual training which is a blend of live Zoom sessions and self-
paced e-learning course: 

○ Support staff and clinicians participate in role-based training. Support staff 
enhance their skills and knowledge in some of the following topic areas: 
medically accurate contraceptive information, effective patient-centered, non-
coercive contraceptive counseling, and the shared decision-making model. 

○ Clinicians enhance their skills and knowledge in some of the following topic 
areas: family planning guidelines (medical eligibility and contraceptive 

 
* Lindberg LD et al., Early Impacts of the COVID-19 Pandemic: Findings from the 2020 Guttmacher Survey of Reproductive Health 
Experiences, New York: Guttmacher Institute, 2020. 
† “Birth Control Access.” Power to Decide, 2020, powertodecide.org/what-we-do/access/birth-control-access 
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management), patient-centered, non-coercive education and counseling, and bias 
and coercion. 

○ Staff develop skills to implement and strengthen same-day access in their 
settings. 

○ Merck Nexplanon clinical training program (if needed). 
● A committed Quality Improvement team ensures your agency has the best practices, 

guidance (including new information and support with telehealth), resources and tools 
necessary to provide best-in-class contraceptive care through the following efforts: 

○ Provides on-site guidance (as allowed with current health regulations) and 
mentorship to health center support staff on contraceptive counseling and 
workflow. Coaches will work with you up to two years to provide personalized 
assistance as you work with us towards successful sustainability. 

○ Partners with agencies to remove initial barriers related to the stocking and 
billing of contraceptives and other cost-related challenges. 

○ Implements custom programs toward the needs of priority patient populations, 
including those dealing with behavioral health needs or gaps in coverage 
(immediate postpartum, etc.). 

○ Tailors program intervention to meet the needs of your agency, including working 
around your timeline and availability. 

○ Helps you meet quality measures mandated by the state and federal government, 
including Title X requirements and helpful tools on new Medicaid telehealth 
billing guidance. 

● A data analytics vendor assesses your baseline data and examines program 
improvements related to family planning data. The data platform enhances data 
collection efficiency for staff and allows your agency to analyze EMR data to assist with 
quality improvement efforts. 

What we ask of you: 
● Time upfront to help us establish a partnership and sustain it for the life of the project - 

we work around your timeline and availability. 
● Support with the integration of the data analytics vendor, time for staff training and 

coaching (very flexible now with virtual recorded and live sessions), and strategic 
partners to operationalize improvements for sustainability. 

● A supportive environment aligned with the goal of enabling persons of reproductive age 
same-day access to a contraceptive method of their choice. 

 
 
 
 

 

 

 
 

 
 
 
 

What our partners say: 
“Upstream’s model and intervention will help to ensure that women across North 
Carolina have access to best-in-class healthcare and are empowered to choose if and 
when they want to become pregnant by providing access to the full range of 
contraceptive methods in a single visit." 
– Sec. Mandy Cohen, Secretary of the North Carolina Department of Health and Human 
Services 
"With everything going on with COVID-19 and job losses and limiting how we normally 
do Family Planning, we will need Upstream’s services now more than ever." 
– Suzanne Knight, Chief Clinical Director, Cabarrus Health Alliance 


